Epidemiologic patterns of viral hepatitis continue to change over time. Our understanding of its behavior began to change with the recognition that multiple distinct etiologic agents (hepatitis viruses A, B, and non-A/non-B) produce similar clinical syndromes and that there is a broad variability of age-related host response to infection with a given agent. Dorothy Horstmann was among the first to point to the relative mildness of symptoms in children and to the potential epidemiologic significance of such infections. Although hepatitis type A appears to be on a steady decline in overall national incidence, there is an increasing recognition of adult cases epidemiologically related to relatively mild or inapparent infections among infants and children attending day-care centers.
Without sensitive and specific tests for defining current and past infections, epidemiologic knowledge derived from studies based only on diagnosed "cases" are likely to be incomplete and/or misleading as a result of two serious problems of case identity:
1. Other comparisons revealed both a shorter duration and a lesser severity of symptoms among the children than among the adults. The paper [1] concluded that "the mildness of infectious hepatitis in children has tended to belittle the disease. There is no evidence that such mild cases are less dangerous to the community from the infectious standpoint than are the more severe adult cases." Epidemiologic confirmation and extension of the correctness and importance of Horstmann's observations came a few years later when Capps, Bennett, Stokes, and their co-workers reported on detailed studies of hepatitis in an infants' orphanage [2] . The steady "recruitment" of susceptible infants provided an ideal population for sustained endemicity of an infection of such a mild nature that it would have gone unrecognized had it not been for the occurrence of more characteristic symptoms among young nurses and attendents. The institution of relatively simple common-sense hygienic measures related to handling the infants proved effective in controlling transmission even without the capability of identifying those who were infected. Somewhat similiar situations were soon observed in other institutional settings for infants, young children, and mentally retarded where conditions were favorable for fecal-oral spread.
Military interest in viral hepatitis continued after World War II because of its high incidence among our occupation troops in Europe. At epidemiologic observations provided evidence, not well understood at the time, that there were probably additional types of hepatitis confusing the picture. Havens [3] described multiple but similar attacks of acute hepatitis in a narcotic addict. Allen and Sayman [4] observed that in a large series of cases of post-transfusion hepatitis the distribution of incubation periods did not follow the bimodel pattern to be expected if there were only two responsible agents, type A and type B. However, it was many years before the significance of these reports became apparent and these additional viruses appeared to be as elusive as the older ones.
Indeed, hepatitis research was recognized as such an extremely slow, tedious, and relatively nonprofitable field that it began to discourage exploration. While it attracted the fleeting attention of many, it received the committed, long-term devotion of relatively few investigators until 1968. At that time, the highly specific epidemiologic and diagnostic significance of Blumberg's earlier discovery of the Australia antigen [5] was defined in relation to serum (type B) hepatitis [6] . During the past fifteen years, investments of investigative efforts in viral hepatitis have become increasingly highly productive and profitable. Instead of relying on guesswork and inference, diagnostic and epidemiologic methods are now available for defining individual and population experiences, acute and long-term, in response to two specific etiologic agents of human viral hepatitis, type A and type B. Preventive measures, including immunoprophylaxis and a recently approved vaccine (type B), can now be applied on a rational basis. Unrelated, for the most part, to any of these recent revolutionary advances, the epidemiologic patterns of hepatitis viruses have undergone their own evolutionary changes.
Official reporting of hepatitis on a national basis began in the U.S. only thirty years ago. Its early phases were subject to many predictable inconsistencies and inaccuracies, but the observed patterns tended to follow those expected on the basis of reporting practices established much earlier in Denmark. Before type-specific diagnosis became a realistic possibility, it was assumed that the vast majority of reported hepatitis cases were type A. This was frequently based on epidemiologic information or, perhaps just as frequently, on the lack of it. The age distributions, seasonal and long-term cycles, and secular trends appeared to support this assumption. The natural history of hepatitis was commonly compared with the evolution of poliomyelitis. Over time, however, the proportion of adult cases increased, the seasonal variations became flattened out, and a predicted long-term peak failed to occur with the expected sharpness at the appropriate time. While returning tourists also contribute to reported hepatitis A morbidity in the U.S. and sporadic food or water-borne outbreaks are still recorded occasionally, the majority of cases continue to offer no clearly identifiable source of infection. Only about one-fifth report personal contact with another case. In recent years, however, an apparently increasing number represent staff of day-care centers and family members of the children they care for. Such centers have proliferated as a societal and economic response to the needs of children whose parent(s) must work. It would appear that there will be increasing demands for such services as community conveniences or corporate employee benefits. Over the past several years, careful studies of large numbers of outbreaks of hepatitis A and surveillance of hundreds of daycare centers have revealed a variety of risk factors related to the introduction of infection among the children and to the secondary transmission to staff and families [7] . The central features relate to number and age (especially infants), the difficulties in recognizing infection in them, the close contact and hygiene problems associated with their care, and the fact that a large proportion of adults today are still susceptible to hepatitis A virus. As Horstmann pointed out in 1947, mildness of infection does not imply a lesser degree of danger to the community.
